Case report A 29 year old man was transferred to the regional cardiothoracic centre from a local spinal rehabilitation unit, to which he had been admitted five months before with traumatic tetraplegia at the level of the sixth cervical vertebrae. The day after his admission to the spinal unit he was treated with warfarin because of symptoms and signs suggestive of pulmonary embolism. Maintenance treatment with warfarin was continued and he also received dantrolene, baclofen, lactulose, and intermittent courses of cephradine and gentamicin for urinary infections. Over three weeks he became progressively more short of breath, but examination on several occasions showed no diagnostic signs referable to his heart or chest. Initial blood tests showed a fall in haemoglobin concentration to 73 g/l and serum sodium to 117 mmol/l and a rise in the serum concentration of aspartate transaminase to 102 IU/l (normal range 12-30). All other tests of electrolytes and liver function were within the normal range.
Release of antidiuretic hormone increases when cardiac tamponade develops.' The concentration of serum sodium is usually normal because the balance between fluid and sodium is maintained. We report a case of cardiac tamponade in which excessive fluid retention caused by an inappropriately high release of antidiuretic hormone led to prolonged hyponatraemia.
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Though the dose of warfarin was not changed his International Normalised Ratio rose to 10 the day before his transfer; previously it had been well controlled. A chest x ray showed considerable cardiomegaly with pulmonary congestion. On admission to the cardiology unit the slightest exertion made him breathless; he did not have a fever, his heart rate was 90 beats per minute, and his blood 
